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SUMMARY
In intussusception in early childhood, reduction by barium enema is the treatment of
choice. In late cases when there is air and fluid distension ofthe small bowel on plain
x-ray, barium enema is less useful. Generally 20-25% of childhood intussusception
presents in this way. We have reviewed the experience of 65 intussusceptions at the
Royal Belfast Hospital for Sick Children over the past 5 years and found only one
successful barium enema reduction in 22 obstructed intussusceptions.
INTRODUCTION
The success rate ofbarium enema reduction ofintussusception in childhood varies
in reported series, the best results corresponding with early referral and diagnosis.
Presentation with a history in excess of 24 hours reduces by about 50% the success
rate of barium enema reduction. 2' 3 When dealing with obstructed intussusception,
successful use of the enema is the exception rather than the rule.4 , 6 The fact that
this situation is generally inferred rather than stated as a statistic has prompted this
review, and special attention is paid to those cases where air and fluid distension of
the small bowel has developed.
METHODS
The records ofall casesofintussusception presenting at the Royal Belfast Hospital
for Sick Children from January 1978 to February 1983 were inspected. Erect and
supine abdominal films were examined to determine those in which small bowel
obstruction (gaseous distension with fluid levels) was established.
The success, failure or omission of barium enema was noted. The operation note
was examined for details regarding intestinal resection or alternative diagnosis. The
length of history on referral and the age and sex of the patients was also recorded.
RESULTS
There were 62 children (44 boys, 18 girls) with 65 intussusceptions. Age,
distribution and length of history at referral are presented in Tables 1 and 2.
TABLE 1
Age at presentation (months)
0-3 3-6 6-12 12-24 > 24
Number of cases 18 12 20 9 6
140TABLE 2
Length of history at presentation (hours)
0-12 12-24 24-36 36-48 > 48
Number of cases 12 19 8 10 16
Number resected 3 5 2 3 4
In the 43 cases with no radiological evidence ofobstrutction, 32 enemas were given
with 22 successes.
Established obstruction as defined was present in 22 cases, 13 of which had an
enema, with only one success. The remaining 9 cases were taken directly to
operation because of their clinical status. The profile of all cases is presented in
Table 3. Intestinal resection was carried out in 17 instances, 4 of which did not
present with obstruction clinically or radiologically. Ten enemas were performed in
the resected group, 4 inthe unobstructed subgroup and 6in the obstructed subgroup.
TABLE 3
Profile of 65 cases of childhood intussusception
Barium Barium
Type of No. of Intestinal Intestinal Lead enema enema
Intussusception cases obstruction resection points employed failed
Ileo-colic 48 11 7 - 35 16
Ileo-ileo-colic 14 8 7 - 8 8
Ileo-ileal 3 3 3' 3 2 2
Passage ofblood per rectum occurred in 30 of the 65 cases (46%). Rectal bleeding
was observed in 9 of the 17 cases requiring resection (53%). Thus the appearance of
rectal bleeding gave no indication of the viability of the bowel.
DISCUSSION
In this series we have presented our experience with intussusception directed
towards those with obstruction and have shown that reduction by barium enema is
only occasionally successful in these patients. Previous reports have not made a clear
differentiation between obstructed and nonobstructed cases with regard to the
efficacy of barium enema.', 2.3,4,5S6,7 A diagnosis of intussusception can be made in
the majority of cases from the history and from plain abdominal x-ray films. The
use of barium enema in the obstructed subgroup of childhood intussusception is
called into question because of its low therapeutic success rate. The argument that
the enema may, by even partial reduction of the intussusception, facilitate
operation, is invalid, as adequate access to the left side ofthe abdomen and pelvis in
a child can be gained through a transverse right upper quadrant muscle-cutting
incision.
141In our series 50% ofthe cases presented with a history in excess of24 hours and in
25%Vo it was over 48 hours. It is generally recognised that the success rate in reducing
childhood intussusception with barium enema after 24 hours is much reduced.2' 5
Thus half of our cases presented unfavourably. In addition, increasing length of
history carries the risk of impaired viability of the bowel beyond that expected from
simple increase in intraluminal pressure. At particular risk in this situation are those
under 6 months of age.8
We conclude that those with limited experience of intussusception should treat
obstructed intussusception as a case requiring immediate operative management.
They are likely to find barium enema a therapeutic disappointment which loses
valuable time in circumstances where quick intervention may prevent the necessity
for an intestinal resection.
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